Objective: To explore language service provision in a pilot hospital study with two methods of data collection.
Health Information sional interpreters, family, or bilingual staff, provide an essential communication and empowerment bridge. However, health care language service provision is fraught with issues associated with accessibility, confidentiality, trust, linguistic accuracy, cultural accuracy, bias related to cultural, political or familial affiliation, and concerns regarding the health care provider' s legal and ethical duty of care. [5] [6] Language barriers decrease equity in health care by reducing access to primary care, including emergency department care; reduce patient understanding and involvement in decision making; and decrease adherence to treatment, including medications. [7] [8] [9] [10] Poor English ability is associated with poorer health outcomes. [11] [12] Use of professional interpreters for patients has been associated with increased satisfaction, improved understanding, greater participation, high levels of compliance, improved access, and fewer medical errors. [13] [14] [15] [16] [17] Use of professional rather than "ad hoc" interpreters in health care has been recommended to ensure quality, safety, positive health outcomes, and to reduce health disparities and discrimination. 5, 14, 16, [18] [19] [20] [21] [22] There is little Australian evidence regarding the most common methods of facilitating communication in health care with people who do not speak English. The dual purposes of this paper were to identify interpreter usage patterns in an acute hospital and to explore two methods of data collection, a multilingual telephone survey (MTS) and a medical records audit (MRA).
Methods
A mixed mode design was used to compensate for the limitations of the use of a single methodology. 23 The MTS was followed by the MRA. The questions asked in the MTS are included in the Appendix.
Approval to undertake this study was provided by the local Human Research Ethics Committee. Verbal consent was obtained from patients through the Bilingual Research Officers.
Data collection
Study participants comprised a convenience sample of patients aged over 65 years and identified on their medical record as speaking a language other than English, who attended the ED of the hospital or had been an inpatient of general medical and surgical wards between June and November 2004. The study population was 360 patients from nine major language groups. Languages included Arabic, Spanish, Italian, Greek, Cambodian, Vietnamese, Chinese, Croatian and Serbian.
Trained Bilingual Research Officers conducted telephone interviews in the relevant community language 7-14 days after the patient' s discharge from hospital. Patients were asked a series of questions about their access to interpreters, preference for interpreter (professional interpreter, bilingual staff and/or relatives), how they communicated with hospital staff, proficiency in English, and whether not being able to speak English had affected their hospital stay (Appendix).
The MRA, undertaken in May 2005, comprised information about the admission status of the patient, modes of interpreter usage, frequency of 
Data analysis
The information derived from the MTS was linked with the MRA data through a unique identifying number, and data were de-identified for the analysis. Data were analysed with the SPSS Version 14 (SPSS Inc, Chicago, Ill, USA), STATA V8.0 (StataCorp, College Station, Tex, USA) and WINPEPI. 24 Cross tabulations were used to compare items from each methodology. Chi-square tests and proportions were used to test the association between the results. Fisher' s Exact Test was used to calculate the exact probability (P value) for cross-tabulations where values were small (less than five cases). A weighted kappa coefficient was used to test the reliability of the two methods in relation to the frequency of professional interpreter use. A weight of one represented perfect agreement. A weight of 0.66 was used to indicate the methods were in two-thirds agreement ("one apart"). An entry of 0.33 meant they were in one-third agreement ("two apart") and a weight of zero meant they were in complete disagreement ("three apart"). Unequal prevalence Health Information of interpreter usage information might result in a low kappa despite a relatively high observed total agreement. [25] [26] The prevalence-adjusted, biasadjusted kappa value (PABAK) was introduced to adjust for this phenomenon (Box 2).
The data were analysed by admission status (ED versus admitted) and English proficiency levels (ie, speaks English very well/well, versus not well/not at all). Open ended (optional) survey questions were analysed using content analysis.
Results
There were 278 respondents in the MTS (77% of the study population). There were 20 medical records that could not be accessed during the study period, leaving a study population of 258 study participants (72% of the total study population). In the MTS, some did not respond as contact details were incorrect or they could not be reached after three attempts (20) , some patients simply were not interested in participating (5), some terminated the interview (8), some were too unwell, were hospitalised or had passed away (15) , and for others the interview was inconvenient (20) . For 14 patients the reasons for not responding were not known. The non-respondent population had a greater proportion of ED patients and a greater proportion of Chinese speakers than the respondent population. There were no differences in age or marital status. The reasons for these differences are not known, although it may be possible that the ED population may have been quite well 7-14 days after admission, and therefore less likely to be available at home for the interview.
Box 3 provides selected demographic characteristics of the 258 patients who responded. One hundred and nine patients (42.2%) were admitted. 52% were female. Ages ranged from 65-96 years with an average age of 74.6 ±6.7. The majority had arrived in Australia before 1990. The number of years spent in Australia ranged from 0-66 years with an average of 27 years of residency. The language groups included in the study were: Arabic, Italian, Vietnamese, Chinese, Croatian, Serbian, Spanish, Greek and Cambodian. Two hundred and five (79.4%) said they spoke English not well or not at all, nine (3.4%) said they spoke English "very well", and 44 (17.2%) said they spoke English "well".
Box 4 summarises the major comparable results from the MTS and the MRA.
The majority of comparisons between the two methods were not significant. A statistically significant difference was found between the two methods for admitted patients who reported speaking English well. 
Health Information
Usage of professional interpreters was highly associated with usage of family and friends to interpret in both the MTS (χ 2 1 = 42.95; P < 0.001) and the MRA (χ 2 1 = 36.53; P < 0.001). Responses about usage of bilingual staff were considered unreliable as reporting was inconsistent; prevalence estimates were very low.
Box 2 shows the frequency of interpreter use by each of the two methods. Grey-shaded cells indicate perfect agreement in the reported frequency of interpreter usage, in each category in the two methods. The predicated agreement was 72% and actual agreement was 76%. The weighted kappa coefficient was 0.12, a slight agreement (11.9%). The PABAK increased the level of agreement to 0.40, a fair level of agreement. The overall kappa coefficients suggest that changes are needed in order to improve the quality of language service provision data.
For the item "frequency of interpreter usage", the mode and median in both methods was one, confirming that most patients used an interpreter only once, irrespective of their admission status. The mean was slightly higher, Health Information reflecting the high usage of interpreters for a few patients. Box 5 shows results of data available only from the MTS and compares admitted and ED patients. No statistically significant differences were found across admission status groups on these items.
There were 138 respondents who chose to comment in the MTS about how they felt about relatives/friends interpreting for them. One hundred and twenty two (88%) responded positively about using their relative as an interpreter. The majority felt happy, supported, at ease, confident and comfortable with their relative, and most importantly, they trusted them. Adult children, particularly daughters were most frequently used. Of those who responded negatively, four were concerned about the language ability of family members, three felt disadvantaged and distressed, two suggested it was "not good", and one said the doctor was "not happy" about it. A further three said they believed they had no option or choice.
Of those who chose to comment on the effect of English ability on their hospital experience (125), the majority were most concerned about their inability to directly communicate with doctors and nurses, and particularly about being unable to communicate their feelings. They expressed fear, despair, sadness, and frustration. Some were embarrassed and upset at not being able to speak English. Some said that basic care such as toileting and ordering food was an issue, while others said they did not understand medical tests. Again, their reliance on relatives for support and language facilitation was very apparent, with 34 commenting that the family was often present for very protracted periods for this purpose. Fifteen said that the hospital visit was only a short stay and therefore communication was not a significant problem. Four said that they trusted the doctors, even if they couldn't communicate with them.
Discussion
Just over a half of patients with limited English proficiency reported in the MTS that they had not been offered an interpreter during their hospital visit. Thirty years after the establishment of interpreter services in hospitals in Sydney, Australia, 27 it is surprising that both methods found that only Health Information about a third of patients with limited English proficiency had used a professional interpreter in hospital. There may be many factors which predispose people to using or not using interpreters including their knowledge of the service and its availability, personal/cultural beliefs and attitudes, their previous experience of using professional interpreters and their trust and dependence on family members for language facilitation. The MTS found that the major reasons for not using an interpreter appeared to be their preference for using relatives or friends. Of those who chose to comment, the majority felt positive about the involvement of their families in facilitating communication, although some did express very significant concerns. Interestingly, the use of relatives and friends as interpreters was also highly associated with having a professional interpreter. The use of family and friends as interpreters is not supported in policy in many countries, including Australia, 28 because of the well documented problems associated with linguistic accuracy, confidentiality, medical litigation and abrogation of the provider' s duty of care.
We found that the MTS attained high response rates, as telephone contact details were readily available, patients were able to be rung a number of times, convenient interview times could be negotiated, the time between patient discharge and interview could be controlled, and data collation processes were relatively efficient. As interviews were conducted in the community language and the patient was in their own home, the MTS overcame problems associated with accessing respondents with poor literacy levels (in English or in their community language), 29 who were unwell, aged or disabled. The slightly higher proportion of ED patients in the nonresponse group may reflect their greater functionality, and therefore reduced availability, 7-14 days after discharge/hospital presentation. Bilingual Research Officers (BROs) reported being positively received and that people were happy to be involved in the study. The interviewing BRO helped address problems commonly associated with cross-cultural quantitative research, such as variation in "test-wise-ness", 30 by carefully explaining the survey purpose and each survey question. The impact of BROs in addressing issues associated with interviewer bias, social acquiescence, politeness, and respect for authority are uncertain. [31] [32] [33] While the endorsement by the hospital of the MTS may increase response rates, it could also make patients less willing to express dissatisfaction with services, even though confidentiality and privacy was assured. 34 The validity of the MTS was improved by ensuring constructs were tangible, with BROs commenting on their cross-cultural equivalence. Questions which were emotive, highly subjective, or exploratory were not included. 35 In this study, telephone survey ratings were generally higher than those recorded in the MRA, indicating the possibility that recall bias and social acquiescence may be factors.
MRAs are frequently used as the gold standard for technical aspects of clinical care, including drug regimens, diagnostic tests, physical examinations, interventions, and short-term outcomes. 36 However, one study found systematic underreporting, with discretionary documentation by providers. 37 Doubts especially remain as to how reliably providers document poor practice, and particular health care services have been shown to be less well documented than others. 37, 38 Legibility of record entries, a lack of information provided in the record (particularly for some emergency patients), and poor recording of the discharge process were some problems experienced in the MRA. In this study, the MRA data were generally lower than that reported in the MTS, indicating the possibility of poor documentation and underreporting of language service provision.
Overall there was reasonable concurrence between the MTS and the MRA data on common items. The kappa statistic was used to test the level of agreement of the numbers of times interpreters were used in each method. The overall percent agreement was high (76%) although the kappa coefficient was low (weighted kappa coefficient, 0.12), indicating only slight agreement on the one item which was Health Information directly comparable, frequency of usage of interpreters. The kappa statistic may be affected by prevalence, a phenomena called "The Kappa Paradox 1". [25] [26] High levels of agreement may be accompanied by a low kappa statistic resulting from an imbalance in the vertical and horizontal marginal totals, also referred to as "distance across categories". [25] [26] 39 We found that the agreement between methods increased from slight to fair when the kappa statistic was adjusted for prevalence bias (PABAK). Nevertheless, the (still) moderate level of agreement achieved under the PABAK highlights the inherent difficulties associated with this mixed mode design. In this case, the study effectively attempted to compare the recalled perceptions of patients with limited English proficiency with the documented views of providers on an item, which may or may not be considered (by them) to be important. Although the level of accuracy of each of the methods may not actually be equal, the kappa statistic assumes the same accuracy in both methods. 39 The one item where a statistically significant difference was found was for English-speaking patients, with the MTS finding a significantly higher usage of interpreters in hospital than was documented in the MRA. The most likely explanation is poor documentation in the medical record. This effect may well be reduced in a larger sample.
The two methods concur that usage of interpreters is statistically significantly higher for admitted than for ED patients. ED patients who do manage to access an interpreter appear more likely to use the interpreter more than once. Admitted patients are likely to access an interpreter only once. Policy states that an interpreter should be called on admission, at diagnosis, preand post-operatively, and on discharge. 28 For ED patients, an interpreter should ideally be present when they are seen by the ED physician, a policy expectation that is far from realised.
The study sample was relatively small (n = 258), and therefore there was limited in power for more detailed analyses. As it was undertaken in only one tertiary hospital, the findings cannot be generalised to other hospitals.
Some items such as "bilingual staff usage" could not be assessed because of inconsistent reporting, small sample sizes, or very low prevalence estimates. This may reflect the poor documentation of this item in the medical record.
"Language proficiency" is difficult to operationalise. In this study, it was assessed by asking the patients in the MTS, "How well do you speak English?" Patients may understand English but not be able to speak it; others may be unable to understand medical terminology. Some lose English ability on ageing, with illness, or in stressful situations. In our study, one in five patients assessed their English proficiency as "good" or "very good", yet some still used health care interpreters.
Neither health care providers nor health care interpreters were asked to contribute their insights to the study. This is an area for further study.
Conclusion
Language service provision has an important role in patient safety, and in the promotion of equity in health care. Improved procedures for identifying, documenting, prioritising, and providing interpreters to patients with limited English proficiency appear to be warranted. The dearth of professional interpretation in the ED is of particular concern as this is the primary point at which the diagnosis and treatment path is initiated. 40 The poor usage of professional interpreters in the inpatient context constitutes an additional challenge for policy makers and managers.
Policies and procedures must establish a balance between patient preferences for language facilitators, the hospital' s requirement for high quality communication, safety and litigation prevention and the capacity of health language services to provide interpreters for the large non-English-speaking patient population. As almost half the patients indicated a preference for using relatives to interpret, this needs to be addressed in policy, rather than ignored or Health Information strongly advised against, as is the case in the current NSW policy. 28 There is an important role for family and friends in facilitating communication that is primarily social, or related to the provision of personal care and support. At a minimum, professional interpreters are required for complex health care interactions and to routinely check that significant health care information, instruction and decisions have been fully discussed and communicated with the patient and their family.
Community education in regard to interpreter service availability and usage in health care may be helpful to inform patients and their families of the rights to services and the medico-legal implications of not using professional interpreters at key points in the hospital episode. Similarly, the study indicates that additional staff education is needed to ensure more appropriate usage of the professional language services.
Information about patient language proficiency and the modes of language service provision in hospital are not routinely collected. Currently, clinical staff determine the requirement for interpreters, based on their subjective assessment of the patient' s English proficiency. The collection of data on a patient's selfassessed English language proficiency, linked with interpreter service databases, would improve opportunities for effective service delivery. The systematic collection of language service provision modes would improve opportunities for priority-setting and policy development. These data would establish the parameters for improving health service outcomes and provide useful bases for future epidemiological and health service analyses.
